
treatment is only to be applied as a temporary measure,
and is not satisfactory when continued over any length
of time." These writers are correct in regard to the
poor fixation furnished by a plaster-of-paris bandage.
They omit to mention, however, the chief cause for the
poor fixation, and that is the swathing of the limb and
body in cotton batting before the application of the
plaster bandages. »

With wood-plastic material an efficient fixation of the
hip-joint can easily be produced. The technique is as
follows: A piece of strong paper is cut so that it em-
braces the side of the body above the affected hip and
the thigh, the pattern extending from just below the
axilla to the knee. The posterior edge of the pattern
should lie against the spine, and cross over the but-
tock and pass along so as to lie over the inner aspect of
the thigh. The anterior edge should lie almost to the
middle line of the body, and pass over the middle third
of Poupart's ligament, and pass somewhat inward and
along the junction of the anterior and inner aspect of
the thigh. This paper pattern can be laid flat upon a sheet
of wood-plastic material and the correctly shaped splint-
blank can be cut from it. In splinting the hip a double
splint-blank is advisable. The two blanks can be moist-
ened with water—not soaked—and laid together and
then bandaged snugly upon the body and thigh, thus
producing an efficient fixation of the hip-joint. The
manner of banding this splint form upon the body is
important. The roller should be applied first so as to
embrace the body around both hips for several turns;
then in figure-of-8 style around the splinted thigh and
body ; then down the thigh ; finally a bandage should
be applied around the body and upper part of the splint.

Protection is furnished the immobilized hip-joint by
keeping the' child's limb off the ground, as by the use
of crutches and a raised shoe. The constitutional treat-
ment is the same as that already described for a patient
with knee-joint disease. Treatment, in an incipient
case, should last from one to two years. The return
to the normal use of the joint should be tentative and
gradual, following in similar lines the plan already
described in the treatment of knee-joint disease.

COUGH DUE TO REFLEX IRRITATION IN THE
UPPER AIR-PASSAGES.

FRANK S. MILBURY, M.D.
BROOKLYN, N. Y.

In the daily routine of practice, probably there is
no affection more frequently met with by physicians
than coughs, and in many cases they are puzzling, har-
assing and stubborn.

Even after nearly the whole range of indicated phar-
macopeial medicines have been applied, the cough still
remains as before, excepting with temporary relief.
The patient becomes alarmed, fearing pulmonary com-

plications, although assured by the physician that no
lesions or symptoms exist in that region.

Mayo Collier1 says that "cough as a symptom or
indication of some irritation in the upper or lower
respiratory tract or other parts, is the commonest affec-
tion the human frame is subject to." Such cough,
however, is oftener extrapulmonary in origin and quite
innocent in its nature, and a highly commendable ser-
vice is rendered and the dignity and scientific value of
medicine exhibited when, by thorough and accurate ex-
amination, the extraneous cause is discovered, skilfully

Presented to the Section on Laryngology and Otology, at the
Fifty-first Annual Meeting of the American Medical Association,
held at Atlantic City, N. J., June 5-8, 1900.

removed and the cough thereby cured. A shadow of
anxiety is lifted from the lives of both patient and
friends, and they made happy.

Very few organs of the human organism have escaped
the Esculapian in his diagnosis as to the cause of reflex
cough. For example, there are coughs known as uterine,
splenic, stomachic, ear, and others too numerous to
mention. Mayer2 quotes a case of a large plug of cotton
pressing on the ear-drum for many months, causingthe most violent cough. Removal gave complete and
permanent relief.

Cough Always Reflex.—Many authorities consider all
involuntary coughs reflex. Roe3 says that cough is
always a reflex action. Although in the last decade
investigation has shown to the contrary, many still
maintain that cough is purely neurotic in character,
while it is true that there exists a, so-called nervous

cough, as indicated by Koch4 in the following conclu-
sions : 1. The existence of a true nervous cough can
not be denied. 2. This cough, emanating from a nerve

center, may be diagnosed as such when abdominal and
thoracic organs are intact, when one can exclude hys-teria, whooping-cough and beginning phthisis. 3. The
monotonous, involuntary cough, always the same in
each patient, forms the principal symptom in this
affection. 4. Medication fails. They are cured spon-
taneously by a sea voyage or a trip to the mountains.

Notwithstanding many contend that neurotic coughs
exist; nevertheless, are not all produced by irritation
in one way or another, direct or indirect, referable to
the larynx, no matter from whence its source? The
question may be asked : How about cough in a largegathering? when one does the act, others immediately
follow. Is it not from the fact that the cough of one
reminds others of an irritant larynx, thereby causingthe cough? The same principle applies to yawning,
mere suggestion by seeing or knowing that another is
doing it.

Is not a reflex cough caused by irritation of the larynx-
direct or indirect? Can a cough exist without irrita-
tion ? I think not. Therefore, I believe that all coughs
are reflex. According to some of the older practitioners,
cough is always a disease and not a symptom, but have
not modern methods and research proved the contrary,viz., that it is only a symptom caused by a changed
respiratory act produced by said irritation ?

A long experience in the exclusive treatment of
affections of the nose, throat and ear has convinced me
that a large number, if not the majority, of coughs are
caused by some abnormality in that section.

Skilful manipulation and familiarity with reflected
light and the requisite special instruments are of the
highest, importance. These, with cocain in trained
hands, will be sufficient to aid in recognizing many of
the conditions in the nose, throat and ear capable of
producing cough.

Thompson6 says that "there are fourteen varieties
of useless coughs," and as Mayer2 has aptly put it:
"These fourteen coughs must have many subdivisions of
a hydra-headed nature which arise to harass the investi-
gator." Owing to this fact, it is often difficult to
discover the sources of these reflexes, but when once
ferretted out. treatment is usually simple and satis-
factory.

I believe that Hack6 and Seiler,7 in the same year,
were the first to call attention to the production of
cough by nasal disease, but J. N. McKenzie8 was the
pioneer in directing attention to the great frequency of
cough as a reflex from intranasal disease, and that it
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could also be produced by artificial irritation even when
there was no apparent pathologic alteration in the nasal
tissues. He showed that cough could be cured by proper
nasal treatment. Since then, a great many have demon-
strated the above facts by illustrated cases.

Reflex Causes.—A list of the principal reflex causes

may be given as follows (Barnhill9) : 1. In the ear,
impacted cerumen, foreign body or cholesteoma. 2.
In the nose, hypertrophies, septal spurs, polypi, foreign
bodies and the crusts of atrophie rhinitis. 3. In the
nasopharynx, adenoids, polypi or other growths. 4.
In the pharynx, elongated uvula, granular pharyngitis,
hypertrophy and other diseases of the tonsils. And to
this may be added atrophie pharyngitis and viscid
mucous in pharynx. 5. In the glosso-epiglottic spaces,
hypertrophied lingual tonsils, varix or a too greatly
curved epiglottis. 6. In the larynx, presence of mucus
or pus. congestions and thickenings of the mucous mem-

branes, papilloma or other growth. 7. In other parts
of the body, irritation of the vagi and sympathetic are
the most frequent causes.

The causative location of a cough is of the utmost
importance. A careful examination of the lungs is
absolutely necessary, however much the symptoms may
point to an extrapulmonary cause, after which a
further examination could be performed with less preju-
dice. Even if bronchial catarrh or bronchitis is dis-
covered, it may be sufficient to account for the cough,
but are not the diseases in themselves in the greater
majority symptoms of something else, which rapidly
subside when that something else is found and removed ?
Mayo Collier10 says that the throat, nasal chambers,
postnasal space and upper larynx are in immediate and
direct communication with every cranial nerve coming
off from the brain or medulla oblongata, as well as the
whole of the upper cervical nerves and the sympathetic.
"Therefore," says Collier, "it is not surprising that
affections of the nasal chambers, etc., involving a sus-

pense or curtailment of the physiological functions
may and do affect and involve parts most distant. For
instance, a patient had suffered for two years from
aphonia, and on examination, an anterior nasal obstruc-
tion was found and removed, and in fourteen days, there
was complete return of the voice. There had not been
the smallest evidence of hysteria in this case, and strong
faradic currents had produced no effects.

A most searching examination of the upper respir-
atory tract must be made. Percussion and auscultation
of the chest for the detection of abnormal sounds is not
sufficient, for a physician may or may not find enough
evidence of trouble to account for the cough. The
absence of any discoverable lesion in the lungs, togetherwith the general appearance of the patient, who may
or may not be robust, the family history which may be
good, and the character of the cough will indicate
pretty clearly that the cough is not from the chest, and
should therefore be diligently and skilfully sought for
in the regions most likely to be affected.

The statements of the patient as to location are not
usually to be relied on, although honestly given, as the
point of irritation may be quite distant. Recently, some
most excellent articles on this subject have been pre-
sented and discussed, among which may be mentioned
Beverly Robinson's11 "Enlargement of the LingualTonsil as a Cause of Cough," Emil Mayer's2 "Some
Unusual Causes of Cough," and Barnhill's9 "Cough Due
to Causes Outside of the Lungs."

Possibly cough produced by the reflexes from the
glosso-epiglottic spaces is more frequent than from any

other cause outside the lungs. We must examine closely
here for varicose veins or other growths, enlarged lin-
gual tonsils in which the tip of the epiglottis may become
buried or irritated by contact, or a too great curvature
of the epiglottis causing its crest to come into contact
with the base of the tongue, the friction thereof pro-
ducing cough and a desire to clear the throat, or other
reflexes not mentioned in this paper. Dr. Robinson has
shown very clearly that this condition may exist at all
ages; however, not often in young children or young
men, but quite frequently in young unmarried women.

However, after about thirty years of age, it is met with
quite frequently in both sexes, but always offener in
the female.

Rics12 thinks that the reason we do not find more
trouble from this condition in }roung children is from
the fact that the epiglottis is placed so far back in
young children that it is less likely to be irritated by
the lingual tonsil and, in fact, it is rarely ever enlarged
to any extent and, therefore, there is no compact. It is
true that I have seen enlargement on the base of the
tongue of children as young as 2 years, but rarely until
after the fourth or fifth year.

Contemporary with disease of the pharyngeal and
faucial tonsils, a pathologic condition of the lingual ton-
sil is also quite common, for the reason that the chain
of glands surrounding the fauces is composed of the
same kind of tissue, and the influences that cause the
enlargement and disease of one collection of glands will,
at the same time, affect the others. In a great many
cases of spasmodic, persistent and even continuous
cough, the cause is contact of the lingual tonsil and
epiglottis, and this cough will persist notwithstanding
all forms of medication have been tried, until the dis-
eased lingual tonsil is relieved. The best way to accom-
plish this is removal, as far as possible, by the lingual
tonsillotome, and in cases where the mass is too flat,
often a portion may be excised by a stiff wire snare on
the curve. If both of the above means fail, then we

may have recourse to the galvanocautery for this and
varicose veins.

Roe3 says that one of the most fruitful sources of
cough above the larynx is to be found in glandular
hypertrophy at the base of the tongue.

About two years ago, Mrs. B., 32 years of age, was
referred to me by her family physician for my opinion
as to the cause of her cough, which had persisted for
years, often weeks at a time. Her physician pronounced
the lungs free from any pathologic process, and this was
confirmed by my examination. He had treated success-

ively her nose and rhinopharynx, but the cough con-
tinued, giving her much alarm. I found a mass of
hypertrophied tissue in the glosso-epiglottic space,
reaching almost as high as the epiglottis, and removed
it with the tonsillotome, at several sittings, resulting in
complete freedom from cough ever since. I might quote
a number of such cases, but one illustration is sufficient.

Furet13 says reflex cough may be due to any patho-
logic alteration of the tonsil, owing to the involvement
of the tonsillar plexus of nerves.

In almost any part of the nasal passages, cough maybe caused bv irritation, either induced or pathologic.
We must look out for sensitive areas, septal spurs, hyper-
trophic and atrophie rhinitis, both of the septum and
turbinâtes. There is, however, no unanimity of opinion
as to where are situated the most frequent causes of
cough. However, among rhinologists, generally the
consensus of opinion seems to be that the posterior ends
of the inferior turbinâtes and that of the septum and
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inner surfaces of the middle turbinated bodies and that
part of the septum lying opposite, are responsible for
most of the coughs from nasal causes. In my practice,
I have seen a few cases of severe cough from nasal
hypertrophies which were cured by application of the
proper treatment.

An opera singer, aged 35, came under my care for
hoarseness, at times so pronounced that her voice could
scarcely be heard. A severe cough also racked her
frame, could not be accounted for and yielded only tem-
porarily to sedatives. An examination revealed a normal
nares right and left, excepting a large posterior hyper-
trophy of the inferior turbinated body pressing on the
septum, middle turbinated and floor of the nose, re-
moval of which effected a complete restitution of voice
and freedom from cough and rhinopharyngtis. This
case indicates how slight a pathologic change may pro-
duce great trouble.

Often sensitive areas are found on the convex surfaces
of septal deflections and spurs, and in general hyper-
esthesia of the nasal mucous membrane, permitting the
sympathetic ganglion to have a full and exaggerated
sway.

Seven years ago, a gentleman came under my care to
see if he could get relief from severe asthma and cough
of long duration. Antispasmodics and restoratives had
given him but transitory relief. The whole upper air
tract seemed in excellent shape, with the exception of
an exceedingly hyperesthetic condition of the nasal
mucous membrane ; touching of this produced a most
violent cough which ceased on slight cocain anesthesia.
The patient was simply treated with silver nitrate and
the galvanocautery, with excellent results.

Vasomotor rhinitis, nasal polypi and the later stages
of acute coryza are responsible for much cough. Palmer14
states that anatomical investigations have shown that
the anterior region of the nasal cavity has a nervous
connection with the larynx, first through the nasal
nerves, then the ophthalmic through the Gasserian gan-
glion to the sympathetic, through this nerve to the
laryngeal and its terminal filaments. On this account,
many disorders are associated with distinct pharyngeal
disturbances.

Cough has been attributed to the dry crusts in atro-
phie rhinitis, but not to my knowledge has a case come
to my notice.

Adenoids in the pharyngeal vault and the thick,
tenacious mucus in chronic nasopharyngitis is a frequent
cause. Pharyngitis sicca and a follicular or granular
pharyngitis are responsible for this reflex cough.

Elongation of the uvula coming into contact with the
tongue, or papillomata of it. enlarged tonsils of any
variety may cause cough, but those most liable to do
so may be caused by enlargement and prolongation
downward of folds or projections from the faucial ton-
sils which come into contact with the sides of the epi-
glottis and tongue in such a way as to cause cough by
its irritating pressure.

Cryptic tonsils filled with concretions and adhesions
to the pharyngeal pillars, a foreign body in the larynx
or any pathologic condition, as inflammation, ulcération,
papilloma, etc., may give rise to most violent coughing.

The conclusions arrived at by myself can not be
better classified than by giving those stated by Mayer.2A cough is reflex in its origin : 1. When it is spasmodic,
practically constant, without or with but little expectora-
tion and temperature. 2. When the physical signs of
pulmonary disease are absent. 3. When it persistentlyresists all medication for permanent relief. 4. When the

general health remains comparatively undisturbed, and
5, when upon removal of the cause it promptly ceases.

Often, in conjunction with the local, general treat-
ment as well is necessary. Digestion and alimentation,
and all neurotic conditions should have the most careful
consideration.

215 Jtft'erson Avenue.
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APPENDICITIS IN A CHILD LESS THAN TWO
YEARS OLD.

GEO. W. NEWTON, M.D.
CHICAGO.

The history of the following case is of interest chiefly on ac-
count of the age and as illustrating the necessity of care in
examining the abdomen of children in disease of the bowels.
When a child is too young to talk it is an easy matter to over-
look the induration that might occur in a case of appendicitis.M. H., aged 1 year and 11 months, had been fretful and
peevish for a few days before I was called to see her. At the
time of my first visit she was suffering from intestinal de-
rangement, with tongue coated, stools green and on her face
an ecthyma. She had no temperature, but had vomited. I gave
her calomel and regulated the diet. Three days afterward the
face and tongue had improved but the stools were still green,had a bad odor, and she had a temperature\p=m-\bythe groin\p=m-\of101F., with the bowels very much distended with gas. There
seemed to be tenderness in the right iliac fossa, although that
fact was hard to determine on account of pain on pressure.However, by a careful observation, I could detect a different
kind of cry when I pressed over the region of the appendix,
and it was possible to detect some induration; by comparing
the two sides this was found to be very marked. The grand-mother had noticed, in holding the baby, that when the thighs
were flexed upon the abdomen she seemed more comfortable and
crifd less. This child then had the cardinal symptoms of ap-pendicitis, viz., vomiting, tenderness at MeBurney's point, in-
duration, temperature and pain. She never cried as though in
acute pain, but had moaned rather constantly.

Although I was positive as to the diagnosis I would not
advise an operation without an examination under an anes-
thetic, as the child's constant crying in the presence of strang-
ers rendered a careful examination exceedingly difficult.

At the West Side Hospital, under an anesthetic, a tumor
could be very easily mapped out, and I operated. Cutting into
the abdominal cavity close to the induration, I walled off the
intestines with iodoform gauze, then separated the adhesions,
when a cupful of old, ill-smelling pus escaped. No attempt
was made to find the appendix, and I packed the abscess cavity
with iodoform gauze. The child's temperature gradually
dropped to normal, she was taken home upon the fifteenth day,
and one month after the operation seemed as well as she
had ever been.

103 State Street.

Dr. William Osier, at his clinic, spoke of a case in the Johns
Hopkins Hospital of acute miliary tuberculosis where the
diagnosis was made by lumbar puncture, an enormous number
of tubercle bacilli being found in the exúdate. It is alwavs
mistaken for typhoid fever and this was the first case in which
the diagnosis had been thus made.
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